I
t is widely agreed that young sters should be as sessed directly re gard ing their men tal health, be cause other in formants' re ports can not re place self-reports (1) . Adults tend to pay at ten tion to externalizing be hav iour prob lems, whereas chil dren and ad o les cents are better at iden ti fy ing their in ternal iz ing dis or ders or be hav iours that they may man i fest without their par ents' knowl edge (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) . To this end, highly so phis ti cated, com pre hen sive, DSM-based struc tured di agnos tic in ter views for youth have been de vel oped over the past 2 de cades. How ever, their very level of so phis ti ca tion makes them dif fi cult to use in real-world con di tions, and it is un likely that ser vice pro vid ers in pri mary care will ever use them exten sively. Since stan dard ized as sess ment is the foun da tion of sci ence-based in ter ven tion, this lim ited ap pli ca bil ity of instru ments has be come a ma jor con cern (15) .
Another imped i ment to the adop tion of these instru ments by front-line ser vice pro vid ers is that psychometric stud ies have mostly been con ducted in clin i cal set tings (16) . Reli abil ity and valid ity coef fi cients are highly spe cific to a given pop u lation. Con se quently, a mea sure that is reli able when used in a het er o ge neous sam ple (for exam ple, a clin i cal sam ple) may be much less reli able in a more homo ge neous one (for exam ple, a com mu nity sam ple) (17) . Psychometric stud ies in com mu nity sam ples have shown that reli abil ity of youth responses to highly struc tured inter views is dif fi cult to achieve (Table 1) . For instance, the Diag nos tic Inter view for Chil dren and Adolescents-Revised (DICA-R) and var i ous ver sions of the Diag nos tic Inter view Sched ule for Chil dren-2 (DISC-2) provide sub stan tial reli abil ity for con duct dis or der but less reliabil ity for other behav iour dis or ders and only mod er ate reli abil ity for depres sive dis or ders; they are prob lem atic for anx i ety dis or ders (16, (18) (19) (20) (21) . In addi tion, because all ado lescents in these stud ies were grouped together for data anal y ses and results were not reported accord ing to age level or any age group ings that would have revealed age dif fer ences in reliabil ity, reported reli abil ity coef fi cients may be over es ti mated for youn ger par tic i pants (that is, those aged 9 to 14 years) and under es ti mated for older ones (that is, those aged 15 to 18 years).
Table 1 Test-retest reliability studies of DICA-R and DISC-2 diagnoses: community child or adolescent informants

Diagnoses
Boyle and oth ers (18) 12 to 16 years (n = 137) -DICA-R Jensen and oth ers (16) 9 to 17 years (n = 278) -DISC-2.1 Ribera and oth ers (19) 9 to 17 years (n = 124) -DISC-2.1 Schwab-Stone and oth ers (20) 9 to 18 years (n = 247) -DISC-2.3
Breton and oth ers (21) 12 to 14 years (n = 145) -DISC-2.25 DICA-R = Diagnostic Interview for Children and Adolescents-Revised DISC-2 = Diagnostic Interview Schedule for Children-2 -= no data collected struc tured inter views with clin i cally referred chil dren under age 10 years should be inter preted cau tiously (22) . If a cri terion of 0.70 is used for test-retest reli abil ity, coef fi cients are mod er ate for chil dren aged 10 to 13 years, espe cially in regard to depres sion (0.53) and anx i ety dis or ders (0.54). Test-retest intraclass cor re la tion coef fi cients (ICCs) aver aged 0.60 for chil dren aged 10 to 13 years and 0.71 for ado les cents aged 14 to 18 years. The age issue is par tic u larly rel e vant, since adequate reli abil ity is a min i mal stan dard for an assess ment method and should usu ally be tested prior to eval u at ing validity (23) .
Sev eral fac tors may cause unre li abil ity (17) . Among these is infor ma tion vari ance, and research ers have repeat edly tried to improve the infor ma tion-gath er ing phase of diag no sis. This vari ance reflects phe nom ena such as bad phras ing of questions and record ing of responses and respon dents' mis un derstand ings, lapses of con cen tra tion, and inten tional resis tance. For instance, it was found that very few chil dren aged 9 to 11 years under stood DISC ques tions involv ing the time at which symp toms occurred (24) . Apart from the issue of time concepts, only 16% of chil dren aged 9 years under stood ques tions assess ing depres sive diag no ses; this only increased to 31% of those aged 11 years. The ories of cog ni tive devel op ment may explain some of the unre li able data obtained when young sters are given struc tured inter views (25) (26) . The devel op ment of higher-level think ing skills in ado les cence depends highly on cul tural, social, and indi vid ual fac tors. Cog ni tive skills typ i cal of the "con crete oper a tional" stage may extend beyond the ages of 10 to 12 years (27) . For many young ado les cents, misun der stand ing of abstract con cepts could be less ened by the use of more con crete rep re sen ta tions. To assess symp toms of men tal dis or ders in ado les cents aged 12 to 16 years, and keeping in mind the lim i ta tions of exist ing instru ments, we developed a pic ture-based screen that would pro vide con crete rep re sen ta tions (28) of abstract DSM con structs. Infor ma tionpro cess ing the o ries sug gest that com bin ing visual and auditory stim uli allows for better con cep tual under stand ing (26, (29) (30) (31) (32) (33) (34) (35) (36) (37) , so we inte grated these sen sory modal i ties. Such inte gra tion has already been suc cess ful with school-age children (38) (39) (40) (41) . This paper describes the devel op men tal phase of the Ado les cent Dominic (AD).
Methods
The devel op men tal phase of the AD involved 3 stages. Stage I con sisted of the cre ation of pic tures cor re spond ing to DSM-III-R diag nos tic cri te ria (42) . Stage II ver i fied whether par tic i pants ade quately under stood the con tent con veyed by the pic tures; if they did not, we edited and redrafted the pictures. In Stage III, we eval u ated test-retest reli abil ity of the pic to rial inter view. We obtained institutional review board-approved paren tal autho ri za tion and assent forms for every par tic i pant.
Stage I: Creation of the Pictures
Var i ous char ac ters (for exam ple, Dominic and his or her parents, teacher, and peers) were cre ated and shown to a small group of French-speak ing ado les cents drawn from the commu nity ( n = 17). Their com ments helped us to select or mod ify these char ac ters. We drafted 180 pic tures based on com petency sit u a tions and on DSM-III-R diag nos tic cri te ria for atten tion-def i cit hyper ac tiv ity dis or der (ADHD), oppositional defi ant dis or der (ODD), con duct dis or der (CD), major depres sive dis or der (MDD), over anx ious dis or der (OAD), sep a ra tion anx i ety dis or der (SAD), sim ple pho bia (SPH), and sub stance use (Fig ures 1 to 4 ). We excluded 3 SAD cri te ria (A3, A4, and A9) that apply more to youn ger chil dren. The main char ac ter, fam ily mem bers, and peers were sex-spe cific, result ing in a boy and a girl ver sion. Seven sit u a tions were slightly adapted for sex. We retained a sub set of 113 pic tures that corresponded closely to DSM-III-R symp tom descriptions (See the Dis cus sion sec tion below for the use of DSM-III-R rather than DSM-IV).
Stage II: Comprehension Checks
We tested these 113 pic tures for com pre hen sion in a sam ple of ado les cents aged 12 to 16 years (n = 114), bal anced for age and sex. We drew this sam ple from 13 French pub lic high schools located in var i ous socio eco nomic regions of the Montreal urban area. Six schools were located in lower-mid dleclass areas, 4 in under priv i leged areas, and 3 in mid dle-class areas. All schools fol lowed the reg u lar aca demic cur ric u lum; we did not solicit young sters enrolled in spe cial classes (for exam ple, recent immi grants, those with learn ing dis abil i ties, and those with phys i cal or cog ni tive impair ment).
We ran domly divided pic tures illus trat ing sex-specific versions into 4 book lets, result ing in 8 dif fer ent book lets. We pre sented each sex-specific book let to a subsample of 14 to 17 ado les cents. All subsamples were bal anced for age. At this stage, the inter viewer asked every par tic i pant the ques tion, "Could you tell me what is going on in this pic ture?" with out sup ply ing any ver bal cue, not even a ver bal query that would boost pic ture com pre hen sion. The inter viewer tran scribed all respon dents' answers ver ba tim.
For every respon dent, 2 judges (a child psy chi a trist and a child psy chol o gist) inde pend ently assessed the tran scribed responses and decided whether the 113 pic tures were "understood," "more or less under stood," "not under stood," or "miss ing." If one judge failed to assess a given pic ture and respon dent, the sec ond judge's qual i fi ca tion applied. A picture was scored 1.0 when both judges con sid ered it "understood" by a given respon dent, 0.5 when only one judge con sid ered it under stood, and 0 for all other sit u a tions. We cal cu lated a com pre hen sion rate per pic ture ( CRP) by aver aging all scores (for exam ple, 1.0, 0.5, and 0) attrib uted to a picture. A CRP of 0.60 was selected as the cri te rion for qual i fy ing a pic ture as under stood (CRP 0.60). Pic tures with a CRP < 0.60 were edited or redrafted. We per formed a sec ond compre hen sion check on the edited and redrafted pic tures, fol lowing the same pro ce dures with another sam ple (n = 40). We recruited at least 4 boys and 4 girls for each age, except for boys aged 15 years (n = 3). Again, pic tures not under stood (CRP < 0.60) were edited or redrafted.
Stage III: Reliability Study (Test-Retest Stability and Internal Consistency)
Par tic i pants. Another sam ple of ado les cents aged 12 to 16 years (n = 128), bal anced for age but not for sex (70 girls and 58 boys), was drawn accord ing to the same recruit ment pro cedures and selec tion cri te ria. Two lay inter view ers con ducted the test and retest inter views in a coun ter bal anced design. Retest took place within an inter val of 7 to 13 days (mean inter val 9 days). The aver age dura tion of each test was approx i mately half an hour. In sev eral instances, 2, 3, or 4 pic tures illus trated symp toms per tain ing to a sin gle diag nos tic cri te rion. For exam ple, 3 pictures rep re sented depressed or irri ta ble mood in MDD. Conversely, 7 pic tures assessed symp toms per tain ing to more than 1 men tal dis or der. For exam ple, the pic ture for ODD "loss of tem per" was also used for MDD "irri ta ble mood." Symp toms and com pe tency sit u a tions were ran domly mixed to avoid a halo effect. like the main char ac ter ("Dominic"). More spe cif i cally, a simple ver bal ques tion refer ring to the symp tom or symp tom query accom pa nied every pic ture. We lim ited symp tom queries to a sin gle con cept and used eas ily under stood words. Sen tence length rarely exceeded 12 words. Symp tom que ries were admin is tered in the same struc tured for mat to all par tic ipants. The inter viewer read the ques tion to the ado les cent while she or he was look ing at the pic ture. A pos i tive response to the symp tom query (for exam ple, "Do you have nightmares, like Dominic?") trig gered a subquestion assess ing symp tom fre quency (based on an event hav ing occurred 6 months prior to the inter view) dur ing the past 6 months. For exam ple, the subquestion might be "Since [the event which occurred 6 months ago], have you had fre quent night mares, like Dominic?" Responses to symp tom que ries and subquestions were coded 0 (no) or 1 (yes). Assess ment of sever ity was restricted to this con tin gent ques tion on symp tom frequency for ADHD, ODD, CD, OAD, and SAD.
Descrip tion of the Instru ment and
For MDD (20 pic tures), a pos i tive answer to the subquestion assess ing symp tom fre quency gen er ated addi tional ques tions per tain ing to DSM-III-R diag nos tic cri te ria. For 6 pic tures assess ing cri te ria A1 (depressed mood) and A2 (loss of interest or plea sure), symp tom dura tion (that is, for 2 weeks or more) and daily occur rence were checked. For 12 pic tures assess ing cri te ria A4 to A9, dura tion, daily occur rence, and cooccurrence with depressed mood or loss of inter est or pleasure were checked. With the remain ing 2 pic tures designed for cri te rion A3 (weight gain or loss), cooccurrence with depressed mood or loss of inter est or plea sure was checked. Only a pos i tive response to the pre ced ing ques tion gen er ated fur ther subquestions.
For SPH (10 pic tures), a pos i tive response to the symp tom query trig gered a ques tion about symp tom occur rence dur ing the past 6 months. A fur ther pos i tive response then gen er ated a group of 5 subquestions assess ing per sis tence of fear, invariabil ity and imme di acy of the anx i ety response, stim u lus avoid ance, inter fer ence with usual social activ i ties, and recog ni tion that fear was exces sive. Con se quently, assess ment of SPH yielded 50 cri te ria for anal y sis. Finally, we did not assess all DSM-III-R cri te ria for sub stance use (5 pic tures): for alcohol and tobacco, we assessed life time prev a lence and cur rent use; for drug con sump tion, we assessed life time prev a lence only.
Statistical Analyses
For MDD and SPH, neg a tive responses to symp tom que ries or to subquestions on symp tom occur rence resulted in miss ing data for other sever ity subquestions. To keep the num ber of obser va tions con stant, such miss ing data were recoded as implied neg a tive responses (43) , that is, absence of such symp toms. Symp toms (101 dichot o mous vari ables) were defined by 0 or 1 responses to symp tom que ries. Symp tom scores (8 con tin u ous vari ables) were obtained by sum ming the 0 or 1 responses for every symp tom query accord ing to diag nos tic group ings (ADHD, ODD, CD, MDD, OAD, SAD, SPH, and sub stance use). Cri te ria (108 dichot o mous variables) were com puted from 0 or 1 responses to subquestions. Because we used more than one pic ture to assess a few symptoms, we com bined responses, using the "or" rule. We obtained cri te rion scores (7 con tin u ous vari ables) by summing the 0 or 1 cod ing for each cri te rion accord ing to diag nostic group ings. We com puted approx i ma tions of diag no ses (7 dichot o mous vari ables) accord ing to DSM-III-R cut-off points and algo rithms.
We used the kappa sta tis tic (44, 45) to assess tem po ral sta bil ity of dichot o mous vari ables. How ever, obtain ing accept able reli abil ity in com mu nity sam ples is chal leng ing because of the rel a tively low prev a lence of dis or ders (17) . Because accu racy of kappa is sen si tive to very low or very high prev a lence, we required at least 5 pos i tive and 5 neg a tive responses at test for its cal cu la tion. Also, no cal cu la tion was per formed in the absence of pos i tive or neg a tive cases at retest. We used Fleiss's cri te ria ( κ < 0.40, poor reli abil ity; 0.40 # κ < 0.60, fair reli abil ity; 0.60# κ < 0.75, good reli abil ity; κ $ 0.75, excel lent reli abil ity; 45) to des ig nate the strength of asso ci a tion. We used the ICC for the reli abil ity of symp tom cri te rion scores over time (46) . Pre lim i nary anal y ses indi cated no sig nif i cant sex dif fer ences in reli abil ity, so we based reli abil ity anal y ses W Can J Psy chi a try, Vol 49, No 12, December 2004
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on the total sam ple. We eval u ated inter nal con sis tency of symp tom scores by using Cronbach alpha coef fi cients (47) on responses to the first assess ment (48) .
Results
Comprehension Checks
The first com pre hen sion check revealed high mean CRP scores for the set of 113 pic tures for both girls (mean CRP 0.84) and boys (mean CRP 0.86). Thir teen girls' pic tures (11.3%) and 11 boys' pic tures (9.7%) were not under stood accord ing to the selected cri te rion. Fol low ing these results, we edited or redrafted 33 pic tures in the girls' ver sion and 26 pic tures in the boys' ver sion. Most changes involved mak ing the main char ac ter ("Dominic") more con spic u ous, ren der ing emo tional expres sions more obvi ous, and chang ing the sex of peers in the pic tures. Irrel e vant visual ele ments were min imized. We added 7 new pic tures in the girls' ver sion and 5 in the boys' ver sion. These 40 girls' pic tures and 31 boys' pictures were sub mit ted to the sec ond com pre hen sion check, which revealed high mean CRP scores for both girls' and boys' pic tures (mean CRPs 0.85 and 0.88, respec tively). Mean CRPs were high for newly added pic tures (7 girls' pictures, 0.88; 5 boys' pic tures, 0.93). Only 5 girls' pic tures and 1 boys' pic ture were not under stood. Fol low ing these results, we elim i nated 7 pic tures, edited 1, and added 2.
Reliability of Symptoms and Symptom Scores
Ninety-four pic tures assess ing 101 symp toms of DSM-III-R cri te ria and 8 pic tures describ ing nor mal behav iour were checked for reli abil ity. Because there were fewer than 5 pos itive responses at test, we did not cal cu late kappa val ues for 13 out of 101 symp toms (12.9%). Included were a few pic tures with out score vari ance (2 for SPH and 3 for CD). Of the remain ing 88 symp tom que ries, only 2 (2%) were poor (κ < 0.40); 31 yielded kappa val ues between 0.40 and 0.59; 29 yielded kappa val ues between 0.60 and 0.69; and 26 yielded kappa val ues equal to or greater than 0.70. Table 2 reports the dis tri bu tion of kappa val ues accord ing to diag no sis. According to Fleiss's cri te ria (45), most kappa val ues (55/101, or 54.4%) were good to excel lent (κ $ 0.60).
As for reli abil ity of symp tom scores (Table 3) , ICCs ranged from 0.81 (OAD) to 0.89 (sub stance use) and were all sig nif icant at the P < 0.05 level. Cronbach alpha coef fi cients ranged from 0.52 (sub stance use) to 0.83 (ODD). A low num ber of items and low prev a lence neg a tively affected the alpha coef ficients for sub stance use, CD, and SPH. Also, sub stance use was less clearly a one-dimen sional scale.
A com par i son of symp tom score ICCs by age revealed no signif i cant dif fer ences (sub jects aged 12 to 14 years, mean ICC 0.84, range 0.72 to 0.96; sub jects aged 15 to 16 years, mean ICC 0.85, range 0.76 to 0.93). With regard to the 7 pic tures adapted for sex, kap pas were com pa ra ble for both sexes.
Reliability of Criteria, Criterion Scores, and Diagnosis Approximations
Owing to low prev a lence, kap pas could not be cal cu lated for 12 of 58 cri te ria (20.7%). How ever, of the remain ing 46 cri teria, 19 yielded kappa val ues between 0.40 and 0.59, 17
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Can yielded kappa val ues between 0.60 and 0.69; and 3 yielded kappa val ues equal to or greater than 0.70. Accord ing to Fleiss's cri te ria, 20 kappa val ues (34.5%) were good to excellent (κ $ 0.60), while only 7 (12%) were poor (κ < 0.40).
For sim ple pho bia, 26 kap pas out of 50 (52%) could not be cal cu lated. Of the remain ing 24, 8 kappa val ues were between 0.40 and 0.59; 6 were between 0.60 and 0.69; and 7 were equal to or greater than 0.70. Only 3 were less than 0.40. Thus, accord ing to Fleiss's cri te ria, 13 kap pas (26%) were good to excel lent ( κ $ 0.60), while only 3 (6%) were poor (κ < 0.40).
As for cri te rion scores (Table 3) , ICCs ranged from 0.51 for MDD to 0.86 for ODD. Kappa val ues for diag no sis approx ima tions (Table 3 ) ranged from 0.52 for SAD to 0.76 for ADHD; they could not be cal cu lated for CDs or MDDs.
Finally, Table 4 com pares reli abil ity results between the 20 MDD symp tom que ries, its 73 sever ity subquestions, and its 9 diag nos tic cri te ria. While only 10% of symp tom que ries (2/20) elic ited fewer than 5 pos i tive responses at test, nearly one-third of the sever ity subquestions (22/73) and diag nos tic cri te ria (3/9) did not yield enough pos i tive responses to allow an esti ma tion of kappa. Sta bil ity was at least mod er ate (κ $ 0.50) for 90% of symp tom que ries, but it was at least mod er ate for only 37% of sever ity subquestions and 22% of diag nos tic cri te ria.
Discussion
To our knowl edge, this is the first reli abil ity report on a DSM-based pic to rial inter view for the assess ment of men tal dis or ders in ado les cents in the com mu nity. The high reli ability observed, par tic u larly with symp tom score ICCs of 0.81 to 0.89, sug gests that ado les cents may ben e fit from a pic to rial approach com bined with direct and sim ple symp tom que ries. Anal y ses accord ing to age show that ICCs obtained from youn ger ado les cents (aged 12 to 14 years) are as high as those obtained from older ado les cents (aged 15 to 16 years). Pictures dis play ing con crete exam ples of abstract con cepts seem to sup port the pro duc tion of sta ble responses to symptom que ries, even from the youn gest respon dents in the sam ple.
Comparison With Other DSM-Based Instruments
Regard ing dis or ders for which we obtained suf fi cient cases, kappa val ues for AD diag no ses com pare favour ably with results from the DICA-R (18), and var i ous ver sions of the DISC-2 (16, (19) (20) (21) (Table 1) , except for SAD. How ever, reliabil ity may appear mis lead ingly low when applied to cat e gori cal diag no ses (49) . A change in a sin gle response can bring the case to above or below the diag nos tic thresh old. The use of ICCs to assess reli abil ity of symp tom and cri te rion scores incor po rates the whole dis tri bu tion of responses and there fore ADHD = at ten tion-deficit hy per ac tiv ity dis or der; CD = con duct dis or der; MDD = ma jor de pres sive dis or der; SAD = sep a ra tion anx i ety dis or der; SPH = sim ple pho bia; OAD = over anx ious dis or der; ODD = oppositional de fi ant dis or der α = al pha co ef fi cients com puted on symp tom scores at test; ICC = intraclass cor re la tion co ef fi cient; κ (SE) = kappa value (stan dard er ror) a n = 112, ow ing to a mis take by an in ter viewer; b n = 77, ow ing to a mis take by an in ter viewer; c fewer than 5 pos i tive cases at test; d no pos i tive cases at re test -= no data collected typ i cally yields higher reli abil ity esti mates than do the kappa sta tis tics for indi vid ual items.
The reli abil ity of AD symp tom scores (that is, ICCs of 0.81 to 0.89) com pares favour ably with DISC-2 symp tom scores admin is tered to young sters in the com mu nity. In a study using the DISC-2.3 with infor mants aged 9 to 18 years, symptom-score ICCs ranged from 0.11 (panic dis or der) to 0.83 (CD), with aver age ICCs of 0.40 for anx i ety dis or ders, 0.52 for depres sive dis or ders, and 0.70 for dis rup tive behav iour dis or ders (49, 50) . A study of the DISC-2.25 with infor mants aged 12 to 14 years yielded ICCs of 0.71 to 0.84 (21) .
The AD shares sev eral impor tant fea tures with the Dominic-R Ques tion naire for school-aged chil dren (38) . Both are pic torial, DSM-based struc tured inter views that assess a com pa rable set of men tal dis or ders. Reli abil ity of AD symp tom scores com pares favour ably with the Dominic Ques tion naire (ICCs of 0.59 to 0.74) (38) , the Dominic-R (0.71 to 0.81) (39) , and the Afri can-American ver sion of the Dominic-R (ICCs > 0.75) (41) .
In con trast with the Dominic ver sion for youn ger chil dren (38) , the AD com prises a lan guage-based com po nent for assess ing symp tom sever ity. Results show that, while reli ability at the symp tom level is good, it is much less so for diag nostic cri te ria and diag no ses. Exten sive ver bal que ries fol low ing ini tial pos i tive responses to the pic tures mean that assess ment of the diag nos tic cri te ria may require skills and inter ac tions sim i lar to those required in purely ver bal inter views. Symptom fre quency, dura tion, and cooccurrence-all vari ables nec es sary for diag nos tic assess ment-are less ame na ble to graphic rep re sen ta tion. Elab o rate, sen tence-based con tent inves ti gat ing time-related and other sever ity cri te ria may thus reduce reli abil ity to lev els achieved by highly struc tured instru ments that rely on ver bal ques tion ing; ulti mately, it may gain lit tle for diag nos tic assess ment. At this stage, how ever, we could not eas ily dis en tan gle the rel a tive impact of low prev a lence and ver bal ques tion ing on reli abil ity loss.
The low prev a lence of men tal dis or ders in com mu nity ado lescent sam ples is a lim i ta tion in this type of study-a prob lem that has con fronted many research ers (20, 23, 49) . None theless, we decided not to use a clin i cally enriched sam ple for the devel op men tal phase of the AD, because such sam pling strate gies increase sam ple het er o ge ne ity and result in higher kappas than would oth er wise occur (16) . Finally, because an instru ment's reli abil ity is usu ally the upper limit of its valid ity and because no gold stan dard exists for assess ing cri te rion valid ity, com par ing the AD with other mea sures of men tal dis or ders for val i da tion pur poses would be ques tion able at this early stage.
To cap i tal ize on the sat is fac tory reli abil ity results obtained with the AD-espe cially for inter nal ized dis or ders-it would be meth od olog i cally sound to focus on what this pic to rial instru ment does best; that is, it allows young sters to reli ably assess symp toms them selves. The AD would then become a DSM-based, stan dard ized, user friendly screen for front-line ser vice pro vid ers. These char ac ter is tics could be con sid ered a fair trade-off for the instru ment's lim ited capac ity to yield reli able diag no ses. For the AD, clin i cal cut-off points sim i lar to the symp tom-loading approach adopted by such rat ing scales as the Youth Self-Report (51) will have to be determined in cri te rion and discriminant valid ity stud ies. How ever, unlike many psychopathology rat ing scales (52) , its basis in DSM diag nos tic cri te ria assures con struct valid ity.
The DSM-IV and the AD Dur ing these pre lim i nary stud ies of the AD (from 1993 to 1995), the fourth edi tion of the DSM was in prep a ra tion (53) . A com par i son of the DSM-III-R and the DSM-IV at the symptom level shows that the DSM-IV intro duced changes mainly for ADHD, but less so for dis or ders such as ODD, CD, MDD, gen er al ized anx i ety dis or der (for merly OAD) and SAD. The nec es sary updat ing of the AD accord ing to DSM-IV cri te ria has been under taken, and for tu nately, almost all pic tures have been reused. More impor tant, the instru ment has been redesigned for the screen ing of symp toms. A com put er ized DSM-IV French ver sion of the AD is cur rently under go ing field tests with clin i cal and com mu nity sam ples for reli abil ity and cri te rion valid ity, and an Eng lish ver sion will be val i dated as the next step. 
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